Rea, J. N., Newhouse, M. L., and Halil, T. (1976) . British Journal of Preventive and Social Medicine, 30, [107] [108] [109] [110] [111] [112] [113] [114] . Skin disease in Lambeth: a community study of prevalence and use of medical care. A community survey of skin disease was carried out in Lambeth, London. A postal questionnaire asking recipients to give details of the presence of skin disease was sent to a stratified sample of 2180 adults; a subsample of 614 persons were interviewed at home and an inspection was made of the exposed parts of their skin. Altogether 92 conditions were identified. These were graded for clinical severity and classified into 13 groups. The overall prevalence of skin disease thought to justify medical care was 22-5%. The most common important condition was eczema with a prevalence of 6-1%. Age, sex, and social class trends in prevalence were found in certain groups of skin disease. Of those with a skin disease thought to justify medical care, only 21 % reported having attended their general practitioner in the past six months for a skin complaint. The reported use of medical care and self medication is discussed in relation to the presence of skin disease and other factors.
Skin disease forms a substantial part of the total spectrum of ill health. Since most skin disorders are not disabling and have a negligible mortality they are treated mainly at the general practice or outpatient level of care, and self medication is very common. Studies from general practice (Logan and Cushion, 1958; Barker, 1968;  Morrell, 1970) show that between 7 and 11 % of patients registered with a general practitioner attend at least once each year with a skin complaint. The actual prevalence or incidence of skin disease in the community has, however, never been determined in this country.
Most epidemiological studies of skin disease have been based on those who present themselves for treatment-a method which is of value only to indicate the approximate prevalence of the more severe forms of skin disease. Population studies have tended to concentrate on specific skin diseases or selected groups-for example, military recruits or mental hospital patients. Studies of complete communities have been carried out in the Faroe Islands by Lomholt (1964) and in Sweden by Hellgren (1967) . A previous study by one of us (Newhouse, 1964) provides a basis for comparison with the present study in an industrially-employed group of men of working age in the south of England.
A community survey of skin disease carried out by the Department of Clinical Epidemiology and Social Medicine on a random sample of the population of north Lambeth is described. This was the third of a series of four community studies on this population carried out between 1967 and 1969. Each survey was designed to estimate the prevalence and medical care needs of a different group of common disorders.
Social and psychological data which might be relevant to aetiology or use of medical care were also obtained. The overall aims and strategy of the surveys are described elsewhere (Holland and Waller, 1971 ).
METHOD
Tlhe survey was carried out in two phases. Phase I was a screening process to identify individuals with a rash or other disorder of the skin, hair, and nails (excluding male baldness or brittle nails) by means of a postal questionnaire. In Phase II, threequarters of the individuals responding positively in Phase I, and one-fifth of those responding negatively, were visited by one of a team of seven doctors (two senior and two other registrars in dermatology, and three other doctors) and 11 nurse J. N. Rea, Muriel L. Newhouse, and T. Hall field-workers who had received training in the recognition of common skin disorders from one of the dermatologists. The doctors mainly, but not exclusively, visited positives.
Interviewers administered a structured questionnaire which asked for details of occupation, demographic data, and use of medical care during the previous six months. Exposed parts of the skin (face, hair, scalp, neck, forearms, hands, lower legs, and knees) were inspected in all cases and respondents were asked to complete the IPAT Anxiety Scale Questionnaire (Cattell and Sheier, 1963 
PREVALENCE OF SKIN DISEASE
The prevalence by sex and grade of severity of each of the 13 groups of skin disease is given in Table II . The effects of age and social class in some of these groups of skin diseases are shown in Tables III and IV. In each of the tables, the estimates have been adjusted to allow for the effect of the other variables (sex, age, or social class).
The estimation of prevalence rates and their standard errors was based on a procedure which took into account first the dependence of skin diseases on sex, age, and social class; secondly the errors of classification due to the low discriminating power of the screening questionnaire; and thirdly the disproportionate sampling fractions used in stratified sampling. The estimated prevalence rates shown in Tables II-IV evident; those which were significant are indicated in the tables. Possible reasons for these are discussed later. In no group was a social class trend with increasing or decreasing prevalence from Social class I to social class V found.
OBSERVER VARIATION
It was not possible to arrange for repeat examinations by different observers of more than a very few respondents. However the results of individual observers and groups of observers have been compared. It was found that the two senior registrars recorded more than twice as high a prevalence of 'benign tumours, naevi, etc.' as the other observers (including the other dermatologists). For other common conditions there was greater consistency among the four dermatologists but the senior registrars tended to grade more conditions as moderate or severe (justifying a consultation). The estimated prevalence given in the tables have not been adjusted to account for these differences since each observer saw relatively few cases.
USE OF MEDICAL CARE
In the second phase of the survey respondents were asked if they had seen their general practitioner, attended a hospital outpatient department, or been admitted to hospital within the past six months. They were also asked whether this had been for a skin condition, for 'nerves or depression', or for some other condition. In addition they were asked if they were currently using a prescribed preparation for their skin, or a preparation they had themselves bought from a chemist other than a cosmetic (self medication). Use of tranquillizers or hypnotics was also recorded.
The reported use of medical care by those interviewed is given in Table V. These figures are higher than would have been obtained by interviewing a random sample of the general population, since half of those interviewed had answered the screening questionnaire positively, indicating the presence of a skin condition.
There was a higher use of general practitioners' services by women, but this reached significant proportions only for attendance for 'nerves' and use of hypnotics or tranquillizers. On the other hand use of prescribed preparations, hospitals, or self medication did not differ between the sexes. consult general practitioners for moderate/severe conditions than for trivial ones; this trend was not evident for hospital treatment. Self medication was used more often for trivial than for moderate or severe conditions. Between 41 and 58 % of those with moderate or severe eczema, acne, or psoriasis, however, reported they had not sought any treatment within the last six months. The different forms of medical care were used fairly equally by people of all ages although there was a slightly greater tendency for those in the youngest age-group to make use of their general practitioner or to treat themselves. Those over 55 years of age reported slightly more use of hospital skin outpatient services, they also received more prescriptions for tranquillizers and hypnotics. There were few social class differences in the use of medical care; however, there was a tendency for those in social classes I and II to make less use of their general practitioner and resort to self medication more frequently.
DISCUSSION
The prevalence of various conditions reported here is higher than those reported by Lomholt (1964) in a total population study of the Faroe Islands who reported 4'2% of men and 6 1 % of women with skin disease 'requiring treatment'. This clinical assessment of medical need probably falls between the grades of 'moderate' and 'severe' in the present study. 
--23 (24) 48 (51) All grades 310 98 (31) 37 (12) 13 (4) 1 (0-3) 45 (14) 178 (57) Many persons received more than one type of medical care
Percentages are given in parentheses
In the group 'tumours, naevi, etc.' there was a consistent tendency for women to have a higher prevalence (P<O0O1). This was recorded by all groups of observers. It is possible that women drew more attention to these small lesions than men, or that the observers had a higher tolerance for them in men and were therefore less likely to record them in men than in women, but it may well represent a real difference in prevalence.
A high prevalence of eczema has often been reported, and the present figures confirm those of Newhouse (1964) who found eczematous lesions in 7 1 % of car workers. Of these 2 8 % were of endogenous and 4 * 3 % of exogenous, probably industrial, origin. In the present study 23 % (26/111) of all eczemas were thought to be of 'contact' or occupational origin-that is, exogenous in nature.
Moderate or severe eczema was more common in men, particularly manual workers of social class III. A possible explanation of this could be that this social class group is particularly likely to come into contact with industrial substances which might exacerbate any eczematous tendency. A further finding (not shown in the tables) was for moderate or severe eczema to increase with age in men but decrease in women; however this did not reach statistical significance at the 5 % level.
The prevalence of acne was, as expected, highest in the age-group 15-24 years with a highly significant linear trend inversely proportionate to age. Males had a higher overall prevalence (although not reaching a significant level) but more severe acne was equally common in both sexes.
More than a quarter of the lesions in the 'scaly dermatosis' group consisted of seborrhoeic keratoses, and it was thus not surprising that there was a significant rise in prevalence with increasing age. The male predominance was largely due to the inclusion of sycosis barbae and ichthyosis in this group.
Most of the 'scalp and hair disorders' group consisted of pityriasis capitis (dandruff). This was recorded only if excess seborrhoeic scales were present on inspection; self medication by many respondents had removed this so that the actual prevalence is likely to have been higher than that recorded. Scalp and hair disorders were more commonly recorded in younger people but there was no linear age trend.
The group 'prurigo and allied disorders' was more common in women especially in the moderate/severe grade. It included chronic, irritant, non infective conditions, some with an allergic basis such as urticaria, lichen simplex, and pruritus ani and vulvae. Both groups included a high proportion in the moderate/severe grade; the need for treatment for skin irritation would influence this grading.
'Erythematous and other dermatoses' included a group of somewhat disparate mostly non-irritant conditions with the common characteristic of alteration of the vascularity or pigmentation of the skin. The two most common diagnoses were chilblains (7) and acne rosacea (5). Females had a higher overall prevalence than males but there was no sex difference in the moderate or severe categories.
The overall prevalence of infective and parasitic conditions was 46/1000; most were considered to be trivial in degree. Nearly half of them were probably fungal infections (routine microscopy of scrapings from these lesions was not practicable). These conditions are mainly of short duration so that in a 'point prevalence' survey such as this they are likely to be under recorded. Studies in General Practice (Logan and Cushion, 1958) (1958) show that only 0 5% of the population over 15 years consult each year with infective warts; the actual prevalence appears to be about six times as great.
The overall prevalence of 1*6 % of psoriasis is in line with other estimates in the United Kingdom-for example, Ingram (1964) who estimated the prevalence as 2%, but lower than that described in Sweden by Hellgren (1967) (3 * 3 %), and in the Faroe Islands by Lomlholt (1964) (2 5%). The very considerable (and statistically significant) sex difference was unexpected. Some previous studies have shown a higher prevalence in men (Hellgren, 1967; Yasuda, 1971) but none with such a marked difference. In clinical practice women present as commonly as men; It is however probable that many men suffering from mild psoriasis do not present for treatment.
Chronic ulcer was present only in the oldest age-group and there was a low prevalence. (The true prevalence is higher than that given in Table III (McKinley, 1972) . The decision whether to seek medical care is as likely to be determined by personal and cultural influences as by the severity of the condition.
It could be argued that the medical help which can be given for most kinds of skin disease is not great, and that many sufferers do not seek treatment because they have a low expectation of a successful outcome. That this is only a partial explanation is suggested by the finding that only 27% of those with moderate/ severe eczema sought treatment. This is a condition which can nearly always be symptomatically alleviated by the use of topical steroids but these can be obtained only on a doctor's prescription.
Self medication was much more commonly used than professional medical advice. It is less likely to have been effective (although we have no measure of this) and it is more expensive; nevertheless availability appeared to outweigh the other disadvantages. At the time of the survey there was no prescription charge. It is an interesting observation on the provision of a free health service in a relatively affluent society that many preferred to pay for less effective remedies than go through the time-consuming machinery of obtaining professional medical advice.
The authors are well aware of the limitations of this survey, the chief of which was in standardizing the diagnoses, and grading the severity of the lesion seen. These difficulties were dependent on the necessity of employing a team of 17 observers varying in dermatological skills from specially trained nurse interviewers to highly skilled dermatologists.
Nevertheless the survey has been able to measure the exceedingly high prevalence of skin lesions in an urban adult population. Over one-fifth of the population under review was judged to have a moderate or severe skin lesion. Eczema thought to require treatment was observed in 6%, acne in 3*5y%, and psoriasis in 0*6y%. Nearly 40% of those interviewed had moderate or severe skin disease but only one-fifth of these had sought medical attention for skin disorders during the past six months and not more than 3 *5 % had been referred for a further opinion or treatment.
These figures present a challenge both to general practitioners and to dermatologists. 
